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OVERVIEW 
 
 

Contract Obligations 
 

The contract between the Department of Human Services and 

Health Planning & Management Resources, Inc. specified the 

following obligations: 

1. Review and analyze existing literature related to case 
management. 

 
2. Interview individuals from state, county, and public and   

private agencies regarding current status of case 
management in their systems. 

 
 
3. Examine issues related to the functioning of the case   

management process including authority of the case 
manager, family role, authority and responsibility and 
current status of financing of case management 

 
4. Develop an integrated case management model that can be 

used by county social service and health agencies in 
working with disabled adults, addressing special needs of 
various target populations. 

 
5. Articulate the role of the case manager. 
 
6. Make appropriate recommendations regarding the 

development of case management for the Department of 
Human Services. 

 
 

This report summarizes the results of the investigations 

of the consultants and is presented in partial fulfillment of  

contract  requirements. 
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Appendix A lists those persons who were interviewed as a 

part of this investigation. Appendix B identifies individuals 

who reviewed various stages of the model development and made 

appropriate suggestions. 

 

This report and model, though incorporating many of the 

useful suggestions of the reviewers, does not represent the 

consensus of the reviewers. 

 

Report Outline 

 

The following are presented in the remainder of this 

report: 

1. Trends in the evolution of case management. 
 

2. The integrated model 
 

3. Issues in the development of case management. 
 

4. Conclusions and recommendations. 
 

A literature search was conducted, and the bibliography 

presented at the conclusion of this report identifies sources 

that were used most extensively by the authors. 

 

Rationale for an Integrated Model 
 
 

The primary purpose expressed by the contractor for the 

development of the integrated model of case management was to 
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provide a workable model that could be applied to all adult 

target populations with minor modifications. 

 

The majority of Minnesota counties have three or fewer 

adult service workers who must work with all five adult target 

populations. To have different case management models for each 

population would be unworkable at the local level. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3 



TRENDS IN THE EVOLUTION OF CASE MANAGEMENT 

Overview 

The c o n c e p t  of case m a n a g e m e n t  as a proces s for 

assisting the multiple-need c l i e n t  access and use the human 

service system has existed since the late 19th century. Until 

recently, case management had focused nearly e x c l u s i v e l y  on 

the w e l f a r e  of the c l i e n t .  C l i e n t  welfare was equated 

principally with the client's ability to gain access to the 

system to secure services. 

The heightened interest in case management in the early 

1980's has been spurred p r i n c i p a l l y  by the hope that case 

management can serve as a cost containment measure. 

T h i s  section of the report is based on the literature 

r e v i e w  and traces the e v o l u t i o n  of case management 1n some 

detail, both nationally and in Minnesota. There are extensive 

resources a v a i l a b l e  on case management in r e l a t i o n s h i p  to 

various target populations. The authors of this report h a v e  

attempted to summarize the literature on case management in 

such a way t h a t  there is a context for the proposed integrated 

model of case management and the discussion of issues. 
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Early (Pre 1960) Trends 

Case management was u t i l i z e d  in social  work practice in the  

la te  19 th  cen tury .  As  soc ia l  work  ga ined prominence as  a  formal 

approach to helping people in need, case management was cons id e red  a  

pa r t  o f  p rac t i ce  pe r  se  ra the r  t ha n  a  sep a ra te  service. Case 

management was d e f i n e d  in ear ly  socia l  work p r a c t i c e  a s  a  m e a n s  

o f  a s s i s t i n g  a  c l i e n t  w i t h  m u l t i p l e  n e e d s  to access appropriate 

services. T h i s  was accomplished through routine interactions w i t h  

c l i e n t s  a n d  o t h e r  p r o v i d e r s .  Inco rpora ted  in to  da i l y  soc ia l  

se rv i ce  p rac t i ce ,  case  management  was  a c l i e n t  cen tered  

approach  to  s e c u r i n g  a n d  coordinat ing the most  appropr iate  

resources a v a i l a b l e .  

Through the years, the definit ion of case management 

und e rwe n t  a  va r i e t y  o f  chan ges .  Bas ed  on  t he  l i t e r a t u r e  

reviewed, three constant factors existed throughout al l of the 

d e f i n i t i o n s  t h r o u g h  t h e  1 9 5 0 ' s .  T h e s e  c o n s t a n t  f a c t o r s  

i nc luded the  fo l lowing: 

1. The l a b e l  " c a s e  management" was o f f e n s i v e  to many 
p r o v i d e r s  and  c o n s u m e r s ,  b e c a u s e  the  l a b e l  
suggested dependency and ident i f ied the c l i e n t  as a 
"case" rather than a person.  Despite the protests a n d  
d i s ta s t e  a s s o c ia te d  w i t h  t h e  l a b e l ,  t h e  t e r m  has 
p e r s i s t e d  because of it s  w i d e  u s e  among agenc ies and  
organiza t ions.  

2. A prec ise d e f i n i t i o n  of  case management had not  been 
agreed to by p r o v i d e r s ,  a n d  t h e  d e f i n i t i o n  cont inued to  
vary f rom agency to agency.  

3. The c l i e n t  centered focus became the s t a b i l i z i n g  
fac to r  i n  t he  i n te rp re ta t i on  o f  cas e  ma na ge me n t .  
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The 1960's and 1970's 

The s o c i a l ,  c u l t u r a l  a n d  p o l i t i c a l  changes of  the 

19 60 ' s  a n d  1970's had a major impact on how human s e r v i c e s  

were del ivered, who received services, what types of  services 

were delivered, and who pa id  for the services. 

F i v e  major  t rends occurred dur ing that  per iod foster ing 

a more  formalized case management process. 

1. Rapid growth and special izat ion was occurr ing in 
the development of human services programs. 

A v a i l a b i l i t y  o f  f ede ra l  f unds  fo r  l a rge  s c a l e  human  

s e r v i c e  p r o g r a m s ;  i.e . ,  W a r  on Poverty,  M e d i c a i d ,  a n d  

i n c r e a s e d  i n t e r e s t  i n  t h e  p s y c h o s o c i a l  n e e d s  o f  p e o p l e  h e l p e d  

t o  g e n e r a t e  t h e  r a p i d  e x p a n s i o n  o f  t h e  h u m a n  s e r v i c e  i n d u s t r y . 

2. R a p i d  g r o w t h  a n d  s p e c i a l i z a t i o n  l e d  to 
f ragmentat ion and complex i ty  in  the sys tem for  both 
p rov ide rs  and  c l i en t s . 

Rapid  g rowth  in  the  human serv ice  indus t ry  p roduced  the 

same r e s u l t  t h a t  s u c h  g rowth  d o e s  in  a n y  i n d u s t r y - -

d i f f i c u l t i e s  in  c o o r d i n a t i o n  a n d  s o m e w h a t  c h a o t i c  c o n d i t i o n s .  

I t  b e c a m e  d i f f i c u l t  f o r  p r o v i d e r s  t o  k e e p  a b r e a s t  o f  w h o  w a s  

p r o v i d i n g  w h a t  s e r v i c e  t o  w h o m .  A s  s p e c i a l i z a t i o n  i n c r e a s e d ,  

the  sys tem became even more  f ragmented .  The in c r e a s e d  

f ragmentat ion made i t  in c r e a s i n g l y  d i f f i c u l t  fo r  the c l i e n t  to  

access the system for needed s e r v i c e s .  The p r o v i d e r  w a s  n o t  

always a b l e  to secure the most a p p r o p r i a t e  s e r v i c e  l i n k a g e s  
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because he was not aware of  al l  of  the s p e c i a l i z e d  services 

that were available. 

3. The d e i n s t i t u t i o n a l i z a t i o n  movement fostered farther 
need for coordination of multiple services for the multiple 
need client being placed in a community setting. 

Federal and state statutes were enacted to p r o v i d e  

safeguards against unwanted and unnecessary institutionalization for 

certain populations. M u l t i p l e  need clients who were formerly placed 

in an institution, were now in the community setting w i t h  inadequate 

systems for coordinating needed services. The c l i en t  h i m s e l f  was 

seldom ab le  to handle the coordination. 

4. Increased emphasis and attention was given to the 
individual and the social rights of the poor and 
vulnerable in the population. 

The C i v i l  R i g h t s  M o v e m e n t ,  Equal O p p o r t u n i t y  

legislation, and President Johnson's War on Poverty converged, 

increasing the country's awareness of the needs of people and the 

inequit ies in the current system of service del ivery. 

5. New methods   evolved   in   the   delivery   of   human 
services including: 
 
- information and referral  networks, 
 
- umbrella human service organizations, 
 
- public and private sharing of facil it ies, 
 
- publ ic/pr ivate partnerships in the del ivery of 

service, 
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- computer based management information systems, 
and 

- expanded accountability standards through steps 
such   as   consumer   participation   in   planning, 
quality control, evaluation and appropriate feed 
back. 

As the human s e r v i c e  system responded to these trends 

and incorporated some of the new approaches into pract ice, a 

new " r o l e "  began to emerge. The t i t l e  of t h i s  r o l e  v a r i e d  

among a g e n c i e s .  Some of the frequently used t i t l e s  were: 

systems agent, c l i e n t  monitor, personal care worker, and case 

manager .  Regard less  o f  the  t i t l e ,  the  bas ic  respons ib i l i t i es  

for  the person carrying out this  r o l e   included: 

1. Making serv ices accessib le to  c l ients .  

2. Ensur ing serv ices are responsib le to c l ient  need.  

3. Prov id ing cont inu i ty  o f  care   to   the  c l ien t .  

4. I m p r o v i n g     e f f i c i e n c i e s     in    the    p r o v i s i o n    of 
services. 

Federal  Policy Development 

The federal government responded to the demands, 

changes and trends that were occurring in the human service 

industry  through major legislation. 

Major legislation that was passed during the 1960's and 

1970's that legitimized and standardized the level of service 

to  be  provided  included  the  following: 
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President's Commission on Mental Retardation (1962) 

In t h i s  l e g i s l a t i o n ,  e m p h a s i s  w a s  p l a c e d  on the 

p lann ing  and administration of a c on t i nuum  of care. A 

counselor/coordinator was a s s i g n e d  to every c l i e n t  and/or family 

to assist them in accessing appropriate services. 

The coordinator was intended to be independent of the 

service providers to e l i m i n a t e  potent ia l  conf l ict  of  interest in 

planning for the c l i e n t .  

The f a m i l y  and/or g u a r d i a n  was considered the most 

logical person(s) to assume the role of coordination, i f  they were 

w i l l i n g  and capable of carrying out the role. 

Developmental  Disabilities Act (1975) 

Case management was identified as a priority service in the 

Developmental  D i s a b i l i t i e s  Act.     It was defined as : 

 a group of services embracing assistance in gaining 
access to needed social, medical, educational, and 
other services; 

 'follow along' to ensure l i f e l o n g ,  if necessary, 
relationships with the c l i e n t  and his/her family to plan 
and arrange services to meet changing needs; and 

 the m o n i t o r i n g  of c l i e n t s '  p r o g r e s s  toward 
achievement of their individual  goals. 
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National  Institutes of Mental  Health (Mid 1970's) 

In the m i d  1 9 7 0 ' s ,  the National I n s t i t u t e s  of Mental 

Health proposed a comprehensive network of services and funded 

demons t ra t i on  p ro jec ts  in  19  s ta tes  a n d  the  D i s t r i c t  o f  

Columbia. A major component of the demonstration projects was 

case management. 

Mental  Health Systems Act (1980) 

Case managers were s p e c i f i c a l l y  id e n t i f i e d  1n the 

commun i t y  men ta l  hea l t h  cen te rs  t o  wo rk  w i t h  d i scha rge  

planners f rom mental  heal th f a c i l i t i e s  to ensure cont inui ty  of  

care.  The Act  required that  a case manager be designated for  

each c l i e n t  h a v i n g  a service p lan .  The case manager was 

respons ib le  for  coord inat ion and implementa t ion  o f  the  p lan. 

Long-Term Care Demonstration Grants (1980) 

T e n  p r o j e c t s  w e r e  f u n d e d  b y  t h e  D e p a r t m e n t  o f  

H e a l t h  a n d  H u m a n  S e r v i c e s .  T h e  g o a l  o f  t he  p r o j e c t s  w a s  

t o  c l a r i f y  the ambigu i t ies  sur rounding cost  and outcome 

e v a l u a t i o n s  o f  v a r i o u s  e x p e r i m e n t a l  l o n g - t e r m  c a r e  

p r o j e c t s .  T h e  exper imenta l   p ro jec ts  were  communi ty  

based pro jec ts . 
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Minnesota Policy Development 

D u r i n g  the same p e r i o d  that federal p o l i c y  was 

evolving, the individual states were developing social policy 

that complemented the federal legislation and also addressed 

and specific needs of the state. Minnesota was no exception. 

Existing and proposed statutes and rules in Minnesota are 

summarized in this section. This is followed by an analysis 

if the current status of case management services in Minnesota 

based on interviews w i t h  state and county human service 

personnel and private agency personnel. 

Statutes and Rules 

Through the 1960's and, in particular, the 1970's, the 

Minnesota Legislature enacted a series of statutes and rules 

which spurred the process of formalizing case management into 

a defined service. Since the early 1970's, individual program 

plans or service plans have been mandated. The Minnesota 

Hospital and Commitment Act made the counties responsible for 

case management through a required discharge planning process. 

The term "case management" is not used in all of the statutes 

and rules; however, key components of the case management 

process are referenced in many instances. 

The following is a summary of the statutes and rules in 

Minnesota related to case management. In a l l  p o s s i b l e  

i nstances, language is taken d i r e c t l y  from the statutes and 
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rules rather than rephrased. Thus the presentation style is not in a 

consistent and single format. The language of the statutes and  rules  

provides a  direct reference  for  the  reader. 

Community Social  Service Act 
Statute 256.08 

Subdivision 1 Duties of County Board 
 

Authority and responsibility for social services to groups of 
individuals shall include contracting for or providing   
directly: 
 
 
• assessment 
• protection  for safety,  health and well being 
• means of facilitating  access  to  services  for  the 

handicapped or impaired 
 

Community Support Programs 
Services to the Mentally Ill 
Statute 9535.0100 Definitions 
Subpart 3 Case Management 

 
"Case Management" means a direct service provided by mental 
health workers to chronically mentally ill people. Essential 
components of case management are monitoring and supervising 
individual clients; assuring coordination and avail ability of 
treatment/rehabilita-tion/support services; and providing 
access for the client to problem solving resources. These 
activities which are essentially coordinating and problem 
solving functions are provided and periodically reviewed over 
the period of time that the case is open. It shall include,   
but  is  not limited to: 
 
• assessment 
• development and implementation of an individual program 

plan 
• coordination of services 
• providing linkages between service systems and the client 
• assurance of client involvement 
• influencing providers to respond to client need 
• monitoring/revising of the individual program plan 
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• stimulating development of needed services and resources 
• protecting   the  rights  and  dignity  of  clients 

 
 

County Use of Federal  Block Grant Funds  
for Mental  Health services 

Statute 245.712  
Subdivision la Allowable Services 

Services for chronically mentally ill individuals, which 
include identification of chronically mentally ill 
individuals and assistance to them in gaining access to 
essential services through the assignment of case  
managers.  

 
Discharge Administrative Procedure 

Statute 253B.20 
Subdivision 4 Aftercare Services 

 
The designated agency shall provide case management 
services, supervise and assist the patient in finding 
employment, suitable shelter, and adequate medical and 
psychiatric treatment, and aid in his readjustment to 
the community. 
 

 
Adult Foster Care 
Rule  9555.5400 

Subpart 3 Copies of Written Plan 
 

This subpart implies that the social service agency has a 
written plan for each resident. 

 
 

Client Social Service Plan 
Rule 9550.l500 (Rule 160) 

 
Whether service is provided directly by local social service 
agency or it is contracted to another provider, a plan 
mutually agreed upon by the agency and the individual must be 
developed which: 
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• involves the client 
• identifies the needs for service, specific service 
• to be provided, designated provider and objectives to 

be achieved 
• specifies frequency and reason for contact with the 

client 
• delineates objectives and time frame for achieving them 
• identifies mutually  agreed upon  review  dates 

 
 

Homemaking 
Rule 9565.1200 

Subpart 3 Use of Homemaker 

The homemaker is used only as indicated by the service plan 
managed by the social worker. 

 
Treatment Programs for the Mentally  Ill 

Rule 9520.0640 
Subpart 1 Individual Program Plan Development 

 
 

Team development of the individual program plan including 
active involvement of the resident unless contraindicated is 
mandated. It is specifically stated that the referring agency 
should be included on the team. 
 
 

Subpart 2  Plan Contents 
 

Contents of the individual program plan should include: 

 
• assessment 
• prioritized goals 
• measurable objectives 
• identified strategies or resources to accomplish goals 

and objectives 
• identification of human resources involved 
• reassessment of progress toward goal attainment 
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Mental  Retardation 
Rule 9525.0060  (Rule 185) 

Subpart 1 General 
 
The County Board has the responsibility to delegate case 
management responsibilities to the local social service   
agency. 
 
Subpart 3 Assessment of Client  
Needs and Development of Individual Service Plan 
 
The local service agency will assess needs and develop a 
service plan for the client with the cooperation and 
involvement of the client and family/guardian. The following  
is  included  in  the plan: 
 

• individual services to meet client need 
• provision for implementation 
• provision for ensuring delivery of  services 
• evaluation 
• payment for service plan 
 

 
 

Mental  Retardation Rule 
9525.0015 (Rule 185) Proposed) 

Subpart 4 Case Management Services 
 
Case management services are identifying the need for seeking 
out, acquiring, authorizing, coordinating, and Monitoring the 
delivery of services by an individual designated by the County 
Board to provide case management services and protecting the 
rights of persons with mental retardation. 

 
Residential Treatment Services 

Rule 9565.3700 
Subpart 7 Other Assistance to the Client 

 
The local social service agency has the responsibility to help 
the client to: 
 

• maintain family and community ties 
• make use of community resources 
• obtain regular health and dental evaluation 
• secure and utilize support services 
• move to other environments when appropriate 
• achieve the objectives of the plan 
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Self-Independent Living Services 
Rule  9525.0560 

Subpart 3 Individual Program Plan 
 

This implies that the local social service agency is 
responsible for the development of an individual service 
plan. The individual program plan is an expansion and a 
refinement of the individual service plan. 
 
 

Preadmission Screening and Alternative 
Care Grants Program 
Program Manual IV-C 

How ACG Funds Are to be Used 
 
 
Case management is a designated waivered service. 
 
 

Program Manual  Appendix B 
Definition of Case Management 

 
It is not assumed that all persons requiring alternative care 
services will require case management. The need for case 
management will be made by the screening team when developing 
the plan of care. If the individual requires a combination of 
two or more services, the screening team may determine that 
case management is necessary to assure timely and appropriate   
delivery of services. 
 
The case management service is a primary component of the 
home and community based plan of care. In many instances, it 
will be critical to the recipient's ability to remain outside 
of an institution . . . The responsibility of the case 
manager is to assure continuity of care, coordination of the 
total service care plan, and monitoring of the service 
delivery so the health and safety of the client is protected. 
Specific   responsibilities   include: 
 
• assuring  that  a  valid  assessment was  made  by  the 

screening  team 
• determining   that   the   plan   of   care   meets   the 

requirements  of the  individual 
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• obtaining the necessary documentation of service need,      
including physician signatures when necessary 

• initiating and maintaining contact with service 
providers to ensure that agreed upon care is being 
provided 

• initiating and maintaining contact with family members 
and other informal care givers to ensure that agreed 
upon care is being provided 

• re-evaluating the total plan of care so that services  
are added or deleted as appropriate 

• monitoring the recipient's health and safety and 
initiating reassessment when indicated by recipient's 
care needs 

• checking on quality of care provided to ensure that the    
recipient's health and safety is being maintained 

• providing ongoing coordination of total service plan   
so that cost does not exceed cost limits determined by 
comparable institutional care 

 
 
Proposed Amendment to Chapter 256B.09 Establishing Pilot 
programs with Local screening Teams and Case Management 

Efforts for Mentally Ill Persons 
 
The proposed amendment is to establish case management for 
the mentally ill. 
 
The case management process is described through the duties 
of the case manager and include: 
 

• assuring that a valid assessment is made  
• convening an interdisciplinary team for the purpose of 

developing an individualized program of treatment plan 
with specific planned outcomes and that meets the 
requirements of and includes input from the individual; 
this team may be the same as the screening team. The 
minimum team membership shall be a county social 
services worker, a county public health nurse, a mental 
health professional, and any others needed to meet the 
needs of the client 

• obtaining the necessary documentation of service need, 
including releases of information and diagnosis in 
accord with Rule 29 

• initiating and maintaining contact with service 
providers to ensure that agreed upon care including 
achievement of  planned  outcomes  1s being  provided; 
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• re-evaluating the total individualized program plan so 
that    services are added or deleted as appropriate 
including recommendations for termination from case 
management services  

• at least quarterly monitoring of the recipient's health, 
safety, mental and social functioning levels and 
initiating reassessment when indicated by the client's 
service needs 

• at least quarterly monitoring of services delivered and 
the quality of care provided to ensure that the client's 
health, safety, mental, and social functioning levels 
are maintained 

• providing ongoing coordination of the total individual 
program  plan  

• preparation of reports including identification of unmet 
needs   due to lack of community resources which may be 
required by the commissioner of human services. 

 
 
 
Status of Case Management in Minnesota 
 

Even though Minnesota's policy development identifies a 

movement toward formalizing a case management system, no formalized 

or clearly defined system exists today. 

 

In order to assess the status of case management in Minnesota, 

interviews were conducted with a number of human services personnel 

including state, county, and private agency personnel. The persons 

interviewed are identified in Appendix A.     The following 

summarizes the results of these interviews. 
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Definition  of Case Management: 
 

The majority of individuals interviewed agreed that the 

following steps were part of the case management process:  

 

• comprehensive assessment;  

• client  program plan;  

• program coordination; monitoring  of  service  delivery;   and 

• reassessment and evaluation. 

 

Resource allocation was not identified as a separate step as is 

done in the integrated model presented in this report. In addition, a 

few individuals considered the comprehensive assessment as a process 

which must occur before case management, rather than as a part of 

case management. For example, the current Alternative Care Grant 

program for the elderly in Minnesota does not include or pay for 

assessment as a part of case management. 

 

While each interviewee defined the process in slightly 

different terms, the basic philosophy underlying all comments was 

that case management is a client centered process designed to assist 

the client to "broker" the human service delivery system to meet 

his/her needs. 

 

Though all of the counties interviewed were providing some form 

of case management services, the following was apparent. 

 

19 



• All counties interviewed are attempting to develop and refine 
case management models for various populations. No one has an 
integrated model that addresses all adult target populations. 

 
• Case management services have been used in some instances as a 

"catch-all" category for services provided. Thus there is 
currently no data available regarding time and costs for a case 
management in which people have confidence. 

 
• Olmsted County personnel are in the process of developing 

standards for levels of case management and are using the 
standards for budgeting purposes. They consider the standards 
"untested" at this time and based on their best guesses. 
Appendix C is the definitions and standards that they had 
developed at the time of the interviews. Work was in progress 
on elderly services. 

 
 
Role of the Case Manager 
 

The issue of accountability was a constant theme in discussions 

of the role of the case manager. In general the interviewees felt 

that one person must be accountable to the client and the payer 

(often the county or the state), and that person should be the case 

manager. The case manager must be the person ensuring that the client 

receives the identified services in the plan in a timely and 

satisfactory manner. 

 

Another major concern of the interviewees was how the role of 

case manager was assigned. Some felt it should be determined by the 

specific needs of the client. For example, a client with mental 

health needs should have a case manager who has expertise in mental   

health services.     Others felt the 
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county social worker should be identified as the case manager, 

regardless of the specific needs of the client, because the county  

is  the source of funding.  

 
The third point that was emphasized was the relationship 

between the case manager and the client. The majority of interviewees 

felt that the relationship must be ongoing, with regular interaction 

and based on trust if the case management process is to be effective. 

 

Population Specific Needs  Identified: 
 
 
The following population specific needs and concerns were identified: 

Chemical Dependency - The majority of clients flow in 
and out of the system fairly fast, and often times the 
opportunity to develop a long-term relationship with 
these clients does not occur. 
 
Elderly - The primary needs of the elderly tend to be 
health related. The need for public health nursing 
involvement is most important with this particular 
population. Some controversy exists regarding the 
appropriate case management for this group. 
 
Mentally Retarded - At the present, case management 
services are only available to mentally retarded persons 
wanting services the county pays for. Case management 
would be valuable for all clients who are mentally 
retarded. 
 
Mental Illness - Case management for the mentally ill 
requires significantly more time than for persons who 
are mentally retarded or physically disabled, because 
the mentally  ill are less predictable and stable. 
 
Physical Disabilities - Private agencies feel county 
experience in working with the physically disabled is 
United in most instances. 
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Rural County Problems: 
 
 

The rural county personnel expressed concerns unique to the 

rural areas that impact the development of case management services. 

 

First, most rural county social workers are generalists and 

work with all groups receiving county services. Thus, the workers 

feel strained in keeping up with developments for each population 

group. 

 

Second, interviewees felt that training was essential to help 

county social workers understand and appreciate the power and 

influence inherent in the case manager role. The majority of the 

workers view case management as an additional administrative burden 

at this time. 

 

Third, there is considerable concern that sufficient time will 

not be budgeted for case management and already overburdened case 

workers will have case management added to responsibilities. This 

concern relates directly to the point of view of the county board in 

budget allocations. 

 

Fourth, several interviewees felt that it would be valuable in 

the rural counties to have a person who is a case management 

specialists. This person would be responsible for organizing the case 

management process and assembling groups of providers. This person 

would not be a case manager but ensure that the case management 

process occurred. 
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Summary of Status of 
Case Management in Minnesota 

 
 

The conclusions reached by the consultants after interviews and 

discussions with persons at the local level and involved in service 

delivery include the following: 

 

• Many counties are providing some forms of case 
management services to different populations. 
However, few have carefully defined what case 
management is and what specific activities are 
"counted" as case management. Thus it is difficult 
to gather data or evaluate case management services. 

 
 
• Budgets for training and additional staff are a 

significant concern in implementing case management 
systems in many counties. Unless training and time 
are provided, most workers at the local level will 
strongly resist case management. 

 
 
 

One of the more developed rural model case management systems 

is the system being developed in Meeker, McLeod and Sibley Counties 

through a three year McKnight Foundation grant to the Community 

Health Services Agency. The model is currently being used with the 

elderly population and will be extended to other adult populations. 

The data from the first two years of development is currently being 

computerized and preliminary reports will be available in February, 

1985. Potentially valuable data from this system will be the 

identification of time spent in case management activities because 

the project has clearly and specifically defined what case management 

is. Part of the commitment of the McKnight Foundation is to    

summarize   and   share    the    data    with 
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policy making organizations and people to provide input into the 

development of case management services. The experiences from this 

project and data that is developed will be valuable in the 

development of case management services in Minnesota. 

Case Management:  The 1980's 
 

In the previous discussion, the primary focus of case 

management as it had evolved was to deliver services to the client in 

an orderly manner while being responsive to client need. 

 

By 1980, case management was being increasingly viewed as a 

major process for controlling costs through managing the multiple 

problem client in the community setting. 

 

In Meeting the Crisis in Institutional Care: Toward Better 

Choices, Financing and Results, the Citizens League examined the rate 

and high cost of institutional services for various target 

populations in the State of Minnesota. The report contends that there 

is a growing body of research that shows that non-residential forms 

of care can be as effective or even better than residential care for 

some people and much less expensive. 

 

The report also highlights that the predominant response to 

dealing with the at risk population in Minnesota remains an 

institutional bias in 1984.    The reasons for this 
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involve both a financial incentive in most instances for the counties 

to use institutional services, and the lack of available community  

resources  outside  of  the  institution. 

 
The case management system is generally believed to be 

essential for the management of at risk individuals in the community 

in accessing and securing appropriate services to remain in the 

community setting. 

The focus of case management in the 1980's is a focus that is 

definitely oriented to more authority and accountability for the case 

manager in determining client service needs and in ensuring that 

those service needs are met by the designated providers. In some of 

the reviews and discussions related to this project, there was 

concern expressed regarding the potential conflict for the case 

manager functioning in a dual role of accountability for use and cost 

of  services and client welfare and advocacy. 
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CASE MANAGEMENT: AN INTEGRATED MODEL 
 

Overview 

The following section presents a description and model of the 

case management process including articulation of the role of the 

case manager in each phase of the process. 

 

The proposed model is intended to be applicable to all adult at 

risk populations: elderly, chemically dependent, chronically mentally 

ill, mentally retarded and physically disabled persons. The basic 

components of the model are applicable to the case management process 

for all target populations. 

 

The model presented does not have the specific endorsement of 

any of the reviewers listed in Appendix B. The authors present this 

model as their concept of a workable model based on the interviews, 

literature reviews, and model review with key providers. 

 

Model 
 
 

Figure 1 presents the proposed model, graphically. The 

components are described in the following narrative. The role of the 

case manager is articulated for each phase of the process. 
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The model identifies four components that are not part of the 

formal case management process, but indicate what can occur with a 

given client entering the system. The intake/screening process is 

differentiated from the assessment that 1s a part of case management. 

The intake/screening process is perceived as a process to determine 

the eligibility of a client for obtaining certain services. For 

example, for an individual who is mentally retarded, the initial 

process is simply an affirmation of the fact that the person is 

diagnosed as retarded and is, therefore, eligible for certain 

services. After the assessment process that is a part of case 

management, a person may be determined not to need case management 

services or not be eligible, based on the assessment, for case 

management. Such persons are referred elsewhere in the human service 

system. The wait list is included to indicate that persons may be in 

need of case management services, but resources for such services may 

not be   available;   i.e.,   financial,  human. 

 

Definition of Case Management 
 
 

Case management is defined as follows: 
 
Case management is an active, dynamic process aimed at 
maintaining the client in the most appropriate (least 
restrictive within available resources) environment 
through identifying needs for, seeking out, acquiring, 
authorizing, coordinating, and monitoring the delivery 
of  services. 
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The process is carried out by an individual designated 
(by the County Board for county agency case 
management) to carry out the case management process. 
This individual is designated the case manager. 
 
The case management process assumes a primary focus of 
protection of the rights of the client, principally 
through the active involvement of the client and/or 
family/guardian in the case management process. 

Components of the Case Management Process 
 
The case management process involves the following components: 

 
1. Comprehensive Assessment 

2. Development of Client Plan 

3. Allocation of Resources 

4. Service Coordination 

5. Monitoring of Service Delivery 

6. Reassessment and Evaluation 

 
All components of the case management process assume a central 

role and the full participation of the client and/or guardian. 

 

Components Defined 

 
The following defines the various components of the case 

management process including identification of the authority and 

responsibility of the case manager, and other providers both formal and 

informal. 
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ASSESSMENT: 
 
The client assessment provides the case manager with a 
comprehensive guide for the development of a plan for the 
client that includes long range client goals, specific time-
bound outcomes for the client's functioning, and 
identification of services to achieve the desired outcomes 
and long range goals. 
 
The assessment entails a thorough exploration of the client's 
current status including: 
 

• social; 

• physical; 

• functional; 

• emotional; and 

• psychological. 

The assessment addresses the following: 
 

• ability of the client to meet basic needs of food, 
shelter and clothing; 

 
• adequacy of the living environment; 

• ability of the support network to assist the client; 

• availability of recreational and social activities; 

• ability to pursue vocational training and/or 
employment; and 

 
• adequacy of financial resources. 

The assessment is done to specifically identify how and in 
what areas the client is dysfunctional or is anticipated to 
be dysfunctional without appropriate services. 
 
The assessment must also identify what can reasonably be 
expected of the client in relationship to the above. 
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ROLE OF THE CASE MANAGER IN ASSESSMENT 
 
The following articulates the role of the case manager in the 
assessment process; 
 

• conduct and/or participate in the assessment 
process; 

 
• involve other providers as appropriate in 

completing  the assessment; 
 
• involve the client in all aspects of the 

assessment, and ensure that other providers 
appropriately involve  the client in their phases 
of the assessment; 

 
• involve the family and the in formal support 

network that exists in the assessment and ensure 
that other   providers appropriately involve the 
family and informal   support network; 

 
• conduct the assessment and ensure that other 

providers conduct their portions of the assessment 
in the most  appropriate setting for the best 
results; e.g., in the client's home to assess 
functional capabilities and adequacy of skills in 
independent living activities; 

 
• coordinate and collect all aspects of the 

assessment for the client record; and 
 
• ensure completion of the assessment and make the 

appropriate social/health diagnosis. 
 

 
CLIENT PLAN: 
 
The client plan is an outcome-oriented, time-bound statement 
of general client goals for rehabilitation and/or maintenance 
of the client in the most desirable and least restrictive 
environment. The plan states specific outcomes to be achieved 
in relationship to the functioning of the client. 
 
The program includes the following: 

• concrete definition of client needs in relationship   
to the client's functioning in the desired setting,   
related directly to the data and other results 
produced from the assessment; 
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• identified goals and specific time-bound outcomes 
desired for the client and stated in terms of the 
functional status of the client in all designated 
areas; 

 
• description of specific services to be provided for 

the client in direct relationship to that service 
accomplishing the desired outcome; the following  
should be identified: 

 
• provider to provide service, frequency of 

service to be provided, setting for service 
delivery, 

 
• specific responsibility for having client at 

desired setting at desired time, 
 

• payment source for services, 
 

• identified gaps in needed services and how such 
gaps can be compensated for in the plan, 
outcome associated with each service. 

 
• specific dates for reassessment and evaluation of 

all goals, specific outcomes, and designated method 
of reassessment and evaluation. 

 
 
ROLE OF THE CASE MANAGER IN CLIENT PLAN: 
 
The following articulates the role of the case manager in the 
develop of the client plan: 
 

• develop in writing a plan for the client that meets all 
of the identified criteria including food, shelter, 
health care, that provides the care in the least 
restrictive environment, that is oriented to the full 
functioning of the client, and that increases access of 
the client to the community; 

 
• coordinate the full participation of the client and/or 

family/guardian in the development of the plan; 
 

• involve other providers as necessary in the development  
of the plan; 
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• coordinate the participation of the informal support 
network in the development of the plan as necessary  
and desirable; and 

 
• secure commitment to the plan through the client's 

and/or family/guardian's signing of the plan and 
communicating commitment to the case manager to 
fulfilling the plan. 

 
 
RESOURCE ALLOCATION: 
 
Resource allocation involves the case manager's authorization 
of the specific services identified 1n the plan. Resource 
allocation involves: 
 

• authorization of funds when appropriate for designated 
services; 

 
• comprehensive knowledge of the provider network for 

availability, accessibility, affordability and quality   
of various services and service providers; 

 
• establishment of working relationships with the 

provider community to communicate and/or assist the   
client in communicating specific desired outcomes of  
service; and 

 
• termination of the authorization of certain services if 

in the reassessment and evaluation process, the 
services are determined no longer needed and/or are not 
accomplishing the stated outcomes. 

 
 

ROLE OF THE CASE MANAGER ILL RESOURCE ALLOCATION: 
 
The following articulates the role of the case manager in 
resource allocation: 
 

• authorizes or ensures the authorization of appropriate  
funds for services; and 

 
• terminates authorization for funds for services when 

appropriate. 
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SERVICE COORDINATION: 
 
Service coordination involves the necessary activities to 
coordinate the delivery of the identified services to the 
client.  Such coordination includes: 
 

• fostering of working relationships among the various 
providers providing service to the client, to ensure 
that services are coordinated and complementary and 
that the desired client outcomes remain the focus of 
the service delivery; 

 
• assistance for the client in brokering services from 

the provider community; 
 
• advocacy for the client in working with the various 

providers; and 
 
• ensuring of involvement of the family and in formal 

support network in the delivery of services. 
 

 
ROLE OF THE CASE MANAGER IN SERVICE COORDINATION: 
 
The following articulates the role of the case manager in 
service coordination: 
 

• provides the necessary service coordination functions 
or ensures that they are provided; or 

 
• ensures that the necessary service coordination 

functions are provided. 
 
 

MONITORING OF SERVICE DELIVERY: 
 
Monitoring is the "check and balance" component of the case 
management process. As such, monitoring should be an ongoing 
activity in case management and requires contact with the 
client and/or family/guardian and the various service 
providers to ensure that: 
 

• the client is receiving the designated services in a 
timely manner; 

 
• the service is of expected and adequate quality; 

 
• the client is benefiting from the service; and 
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• the service continues to be the most appropriate 
service for achieving the identified client goals and 
outcomes. 

 
 

ROLE OF THE CASE MANAGER IN MONITORING OF   SERVICE DELIVERY: 
 
The following articulates the role of the case manager in 
monitoring the service delivery: 
 

• directly monitors or ensures that monitoring is done 
to determine whether the client is, in fact, receiving 
the designated services in a timely manner and that 
the service is of expected  and  adequate quality; 

 
• monitors on an ongoing basis, the benefit the client 

is receiving from the service and the continued 
appropriateness of the service for the achievement of 
client goals and desired outcomes;  and 

 
• makes necessary changes in the providers of services   

and/or in the service provided in relationship to 
achievement of the client goals and desired outcomes   
(including both formal and informal providers of 
service). 

 
 

REASSESSMENT AND EVALUATION: 
 
Reassessment and valuation identify changes which have 
occurred over a given period of time in the client's status 
in the current setting. Reassessment and re-evaluation 
include the following: 
 

• identification of changes in the status of the client 
through participation of the client and/or 
family/guardian as well as other service providers and 
including the direct observations and interactions of 
the case manager with the client; 

 
• re-evaluation of the client program plan to determine 

continued  appropriateness  of: 
 

• goals and functional outcomes that were 
established for the client; 
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• services designated to achieve the outcomes; 
 

• continued commitment of the client and/or 
family/guardian (and informal support network) to 
participate in the rehabilitation and/or 
maintenance of the client in the given setting; 
and 
 

• revisions of the client program plan to meet all 
criteria previously established for the 
development of the client program plan. 

 
 

ROLE OF THE CASE MANAGER IN REASSESSMENT AND EVALUATION 
 
The role of the case manager in the reassessment and evaluation 
is articulated in the following: 

 
• conducts the reassessment and evaluation as determined 

in the client program plan; 
 
• involves other providers as necessary in the re-

assessment and evaluation process; 
 
• involves the client and/or family/guardian in the 

establishment of new goals, new outcomes and/or other 
modification in the program plan; 

 
• authorizes changes in service delivery when appropriate; 

and 
 
• ensures that the client is reintegrated into the 

resource allocation and program coordination process. 
 

 
Role of the Case Manager in Fiscal Responsibility and cost 
containment 
 
 

The principal role of the case manager as the advocate of the 

client, ensuring that the client receives the needed services in the 

complex human service delivery system, is not necessarily compromised 

when the dimension of fiscal responsibility and cost containment are 

added to that role. 
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The role of the case manager in relationship to fiscal 

responsibility and cost containment includes the following: 

1. In order to foster maximum independence for the client, the case 
manager must address responsibility with the client.    Such an 
emphasis teaches the client that resources are limited and must 
be maximized to ensure that the client can remain in the setting 
of his choice. 

 
2. The case manager, as the client advocate, has to work within 

available resources, including policies established by federal,   
state and local government, to maintain the client in the 
desired and least restrictive setting.  Those policies are 
governed by the need to contain costs, limiting the maintenance 
of the client (in most instances) in the community setting 
chiefly if costs are less than the institutional setting. 

 
 
3. To provide the optimal level of service within financial 

constraints, the case manager must know and/or be able to do the 
following: 

 
• develop and maintain working relationships with the 

various providers available to ensure that qualified  
providers are linked with the client, that the providers 
selected to provide service are committed to working 
cooperatively to accomplish the client's goals, and that 
the providers do, in fact, delivery the identified 
service; 

 
• develop and maintain working relationships with the 

family and friends to continue their involvement with the 
client through the informal support network; 

 
• develop and maintain skills to make integrated and longer 

range decisions about the optimal use of resources, 
eliminating a perspective that provides limited, low cost 
services that may not be the most cost effective overall 
plan for the client; e.g., not authorizing an appropriate 
level of more costly skilled rehabilitative services; 
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4. The case manager has the authority and responsibility to ensure 
that all phases of the case management process are carried out 
through eliciting the support and cooperation of the client.  
Thus, the case manager is acting in a fiscally responsible 
manner as well as in the best interests of the client as an 
advocate when she no longer uses a provider that does not 
deliver an agreed upon level of service or does not work co-
operatively with other providers. 

 
5. Through using his authority and responsibility in the case 

management process, the case manager can ensure that the public 
dollars that are utilized for services for the client provide 
the maximum return for the client.  This is, in turn, the 
maximum benefit for the dollars invested from the public 
sector. 
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ISSUES IN THE IMPLEMENTATION OF  
AN INTEGRATED CASE MANAGEMENT SYSTEM 

 
Overview 
 
 

The case management process is relatively easily defined and is 

an accepted concept in the delivery of human services. In addition, 

there appears to be a reasonable degree of consistency and agreement 

regarding the components of the process. In the review done for this 

project, over 20 definitions of case management representing all of 

the various target populations contained essentially the same 

components in the process. 

 

However, the implementation of an integrated case management 

system presents a series of significant issues that need to be 

addressed. This section of the report identifies the relevant issues, 

and the recommendations that follow in the final section address the 

identified issues. 

 

Role of the Case Manager 
 
 

Some persons involved in social work practice claim that the 

current discussions of case management simply define a role that has 

been an inherent part of social work practice since the turn of the 

century. In fact, they argue that case management should not become 

another "job description" in human service systems, but rather 

recognition should be given 
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to the fact that the role has always existed and is simply being 

formalized  today. 

 

Others argue that the discussions focusing on the need for case 

management services to maintain the client in the least restrictive 

environment and to control use of the resources is different from the   

"traditional" role of the social worker.  In fact, persons in this 

position argue that case management is not currently taught in 

schools of social work necessitating extensive training programs for 

implementation today. 

 

Part of the problem is directly related to the caseloads that 

social workers are expected to carry in most counties today, 

eliminating the possibility of having time available to carry out 

case management as it is defined in the model presented in this 

report. Standards regarding caseloads is discussed in a later part of 

this section. 

 

Another area of significant disagreement regarding the role of 

the case manager is whether the case manager can also provide direct 

services to the client. Some persons argue that the provision of 

direct services to the client is an important part of developing the 

necessary relationship with the client and actually enhances the 

functioning of the case manager. Others argue that if the case 

manager is responsible for ensuring that the appropriate services are 

delivered and delivered in an acceptable manner to the client, the 

case 
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manager cannot be the provider of any of these services. The argument 

is that the case manager is not likely to effectively evaluate the 

quality and adequacy of his/her own services. Finally, smaller county 

personnel indicate that it is simply not practical to consider separate 

staffing for case management and service delivery. Human resources 

would not be available even if the money were available. In most 

instances, there is not adequate funding to consider such a staffing 

pattern. 

 

Some providers perceive a conflict between the role of the case 

manager as a client advocate and the fiscal responsibility of the case 

manager in relationship to use of agency resources. Some argue that the 

case manager should be concerned only with securing the resources 

he/she feels would be most to the advantage of the client. 

 

 Many persons argue that the case manager must be given the 

authority and be expected to be accountable for the services provided 

to the client in accordance with the service plan. The case manager, in 

order to be effective, must perceive herself in charge of managing the 

service providers. This would include terminating providers who do not 

meet accepted standards and/or are not achieving the anticipated 

results with the client. Others argue that such a role and such an 

approach puts the case manager "at odds" with the provider community 

and makes it more difficult to provide 
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service coordination. Finally, the reality in many smaller communities 

is that there is no choice available among service providers and the 

case manager must accept what is available. 

 

Team versus individuals as case managers is an area of concern 

regarding the role of the case manager. Some argue that the multi-

disciplinary team is frequently necessary in providing case management 

services to the client. First, the multi-need client is generally the 

client in need of case management services. The needs of the client 

cross program areas and areas of expertise. Thus, "teams" are more 

effective than individuals. For example, health is frequently involved 

in needs of the elderly in the community setting. Thus, a social 

worker/public health nurse team will do a better and more effective 

job in case management than one. Because the client 1n need of case 

management is frequently a multi-need client with heavy demands, 

persons who have functioned in the "team" model argue that the team 

approach helps prevent burn-out. Teams also feel that the client 

receives better services because the members of the team have 

different strengths and perceptions and are able to relate differently 

to the client. Others argue that the use of more than one person in 

case management should be an individual decision related to the needs 

of the particular client. In addition, if a "team" becomes the case 

manager, it is necessary to have a single person as the primary case 

manager to ensure the appropriate accountability.  This primary case 
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manager is accountable within the system for the case management 

process. Again, the rural counties argue that there are simply not 

resources available to implement a team approach to case management. 

It is frequently difficult to obtain the necessary professionals to 

do portions of the necessary assessments. 

 

Finally, the majority of the literature and persons interviewed 

agree that in order for case management to function effectively, the 

case manager has to be accountable for the accomplishment of specific 

plans for the client. Thus, the case management function in an agency 

has to be adequately supervised to be effective. In addition, the 

agency needs to establish appropriate policies, procedures, and goals 

for case management services. 

 

Qualifications of the Case Manager 
 
 

The qualifications of the case manager relate directly to the 

role of the case manager. In Minnesota today, the Preadmission 

Screening and Alternative Care Grants Program has requirements for 

the screening team and the case manager. The proposed Rule 185 for 

the mentally retarded population has specifically delineated 

qualifications for the case manager. Finally, the proposed program 

for the mentally ill has some requirements.  The following describes 

the qualifications. 
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Preadmission Screening and Alternative  

Care Grants Program 

 
 

The Preadmission Screening and Alternative Care Grants Program 

distinguishes two levels of requirements that are part of the 

proposed integrated case management model. 

 

The program has a "screening" component in place of the 

assessment process in the defined model. The screening team becomes 

responsible for developing a plan of care. At the current time, 

"screening" is not defined as part of case management. 

 

Requirements for the screening team includes the following: 
 
 

1. The screening team must include a public health nurse from the 
county public health nursing service, a social worker from the 
county welfare agency and the individual's attending physician, 
if the physician chooses to participate, or a consulting 
physician when necessary.  Counties do have the option to 
contract for hospital screenings with other agencies. 

 
2. The nurse member of the county screening team must be a 

certified public health nurse.  It is recommended that the 
nurse be knowledgeable about long term care services (both 
community based and institutional), be sensitive to meeting the 
needs of the elderly and be familiar with group and family 
dynamics. 

 
3. The social worker on the county screening team must be the 

equivalent of a Social Worker I under the county welfare merit 
system.  It is recommended that the social worker be 
knowledgeable about community and institutional long term care 
services, be sensitive to meeting the needs of the elderly, and 
be familiar with group and family dynamics. 
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Requirements for the case manager include: 
 

• The screening team should designate a case 
manager who will be responsible for monitoring 
and ensuring compliance with the plan of care. 
When needed, the case manager may recommend a re-
evaluat1on by the screening team. The case 
manager may be a county staff member, family 
member or other appropriate person. If the client 
is receiving alternative care grant funds, the 
designated case manager must be either a county 
public health nurse or county social worker. 

 
 
Rule 185 for Mentally Retarded Emergency Rule 
 
Each case manager must have at least the qualifications in 
Items A. and B.: 
 
A. Each case manager hired after December 31, 1984, shall 

meet the requirements for a qualified mental 
retardation professional or have a bachelor's degree in 
a field related to the education and treatment of 
persons with mental retardation and at least one year 
of experience in the education and treatment of persons 
with mental retardation. 

 
B. In addition to the qualifications in Item A., each case 

manager shall complete at least 20 hours of training 
and continuing education in case management and mental  
retardation services each calendar year.  The county 
board shall maintain a written record of all training 
and continuing education completed by all case managers  
employed by the county board. 

 
 
Proposed Amendment to Chapter 256B.09 Establishing Pilot 
Programs With Local Screening Teams and Case Management 
Efforts for Mentally Ill Persons 
 
The proposed amendment at the stage at which the authors had 
copies included the following: 
 
1.   Screening teams are to be designated in each county and 

are composed of at least three persons including a 
county social worker, a county public health or 
certified public health nurse, and a mental health 
practitioner or professional. If a mental health 
professional is not on the screening team, the 
professional shall be avail able for consultation. 



2. There are no specific qualifications designated for the 
case manager other than each case manager shall serve no 
more than 25 persons. 

 
 

If the role of the case manager includes the delivery of 

services to the client, certain qualifications become mandatory; 

e.g., health services require a nursing license. Some persons argue 

that if the case manager is to evaluate the adequacy of services 

provided to the client, the case manager has to be reasonably 

conversant with different types of treatment processes and service 

delivery in order to determine whether they are provided in an 

adequate manner. Others argue that a "generalist" with excellent 

communication and relationship skills will make the best case manager 

and that specific professional qualifications are not useful. One 

author suggested that paraprofessionals would make better case 

managers because they are less rigid in their definitions of the 

social service system, more flexible and creative in seeking services 

for clients, and less likely to disdain the "drudgery" associated 

with case management. 

 

Significant concern exists in the rural counties regarding the 

adoption of qualifications for case managers that may exceed the 

available resources. The more requirements that are attached to the 

qualifications for case management, the more difficult it may become 

for smaller counties to obtain and retain a qualified number of 

persons to be case managers. 
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In addition, if different groups in the system define specific 

qualifications for case managers; e.g., elderly, mentally retarded, 

mentally ill, etc., smaller counties will not be able to obtain or 

afford the qualified personnel. As previously mentioned, many of the 

counties in Minnesota have three or fewer adult workers on the entire 

staff. 

 

Components of Case Management 
 
 

Though the components of case management appear to be relatively 

consistent in the literature reviewed and in discussions with the 

various providers, several concerns need to be addressed. 

 

Some persons feel that assessment precedes case management and 

is not a part of case management. The Preadmission Screening and 

Alternative Care Grants Program does not include screening as a part 

of case management. 

 

Another area of concern voiced in a meeting held at the State 

and in the review of drafts of this document concerned the inclusion 

of outreach as an integral part of the case management model. The 

consensus of participants at the meeting, the majority of the 

literature reviewed, and the persons interviewed expressed awareness 

that outreach must occur throughout the delivery system to reach 

clients who will go without services if expected to seek services on 

their own. However, outreach is an overall and ongoing responsibility 

of 
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the entire social service agency and is not a part of a specific case 

Management model. The outreach efforts locate and encourage persons 

to be assessed and, depending on the outcome of the assessment, be 

provided case management services. 

 

The more uniform the definition of the case management process, 

the easier it will be for the counties to implement case management 

systems. 

 

Training for Case Management 
 
 

The literature reviewed and the persons interviewed placed 

significant emphasis on the importance of training in the 

implementation of case management systems. Emphasis was placed. In 

most instances, on the need for the development of a basic training 

program at the State level based on agreed upon models for case 

management. Many literature sources argued that the current academic 

curriculum are not teaching case management skills as they are being 

discussed today.  Because of this, training will have to occur on the 

job. 

 

A particular model for training suggested that the core 

curriculum can be developed and taught throughout a state and 

specialized modules can supplement the basic training and be used by 

the appropriate personnel. The need for ongoing continuing education 

was also emphasized. 
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A key issue is that the development and provision of training 

programs (including ongoing training) can be an expensive 

proposition. The majority of the counties are going to need 

significant assistance in case management training and do not have   

the resources locally to provide the training. 

 

Caseload Standards 
 
 

There are no standard definitions of optimal caseloads for case 

management. Anecdotal Information in the literature seems to favor 

caseloads of under 25 to provide optimal services.  However, 

caseloads of over 100 are reported. 

 

Optimal caseloads are partially dependent on the mix of clients 

that are being served in case management. 

 

Until uniform definitions are developed for case management and 

record keeping systems count and record the same things, it will be 

difficult to arrive at any guidelines or definitions related to 

caseload. Data was provided by a number of counties regarding case 

management hours; however, the majority of persons providing data 

suggested extreme caution in using the data to arrive at any useful 

conclusions. 

 

The most significant concern among workers in the field is that 

sufficient time will not be given to them to carry out case 

management functions; yet they will be expected to be case managers.  

Such a situation produces anxiety and 
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frustration for the worker as well as creates a negative attitude 

toward the case management process. As previously reported, many 

workers in the field perceive case management at this point as more 

administrative work. 

 

Finally, various providers caution that the reimbursement 

system for case management services should be structured in such a 

way that volume alone is not rewarded in the provision of case 

management and other services. If counties are "rewarded" for volume, 

workers will undoubtedly be assigned large caseloads. 

 

Contracting Cast Management Services 
 
 

Some persons feel that case management services should to be 

contracted by the county to any other agency. The case management 

process is at the heart of local government accountability for 

expenditure of public funds. Thus, case management should be retained 

within the county agency while service provision can be contracted to 

other organizations. 

 

Integration of the Human Service Delivery System 
 

Some argue that in order for case management systems to be 

effective, the human service delivery system has to be integrated 

more effectively than it is at the State as well as the local level. 

Because the policy development and delivery of human services in most 

states is fragmented, the case 
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management system will have difficult functioning effectively. 

Summary 

 

The recommendations that follow respond specifically to the 

issues that have been presented in this section of the report. 
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RECOMMENDATIONS 

General 

An integrated case management model applicable to all adult 
target populations is necessary, particularly for the 
smaller counties, if an effective case management system is 
to be developed in Minnesota. 
 
 

Role of the Case Manager 
 

(1) Separation of the case management role from the 
delivery of services is the most desirable system, and 
should be implemented where feasible. 

 
(2) In many instances, it will not be possible because of 

limitations in resources, to completely separate case 
managers from service delivery.  Thus, such separation 
should not be mandated. 

 
(3) In those instances where it is necessary to combine the 

role of case manager with service delivery, counties 
should be required to have appropriate supervisory and 
peer review processes to insure that service delivery 
is adequately monitored and evaluated. 

 
(4) The Department of Human Services should provide 

appropriate education for the counties to ensure:  
 

• that county boards understand the role and 
importance of case management, including an 
understanding that appropriate time needs to be 
allocated for case management responsibilit1es  

 
• that county directors and staff understand case 

management, including and emphasizing 
accountability for client management as well as 
resource utilization 

(5) The needs of the client should determine whether a 
"team" or individual case manager should be assigned.  
In the event that a team approach is used, a single 
individual should be designated the primary case 
manager for accountability. 
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Qualifications of the Case Manager 
 

(1)  Maximum flexibility should be maintained in the mandated 
qualifications for a case manager; however, this 
flexibility should begin with the recognition that the 
case management role is a "professional" role that 
requires training and experience. 

 
(2)   If a case manager is handling more than a single adult 

population, qualifications should exist to ensure that 
the case manager knows enough about the population being 
served to adequately plan, monitor and evaluate services 
for the client. 

 
(3)   Case managers not trained in a specific area, e.g., 

mental illness, will need to use consultants as part of a 
"team" to ensure adequate planning, monitoring and 
evaluation. 

 
 

Components of Case Management 
 

The model that was previously presented is the consultants' 

recommendation regarding the components of a case management system. 

Training 
 

(1) The Department of Human Services should assume primary 
responsibility for training for the counties. This should 
include making ongoing continuing education available for 
the counties. 

 
(2)  The Department of Human Services should work with the 

Vocational Technical Institutes and the Community 
Colleges to develop ongoing training programs for case 
management that are both preparatory as well as 
continuing education. Such development can be facilitated 
by assistance in developing curriculum and training 
instructors. 
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Caseload Standards 
 

(1) A common set of definitions related to case management 
  activities should be developed. 
 
(2) These definitions should serve as the basis for  
  developing a reliable data collection process regarding 
  time allocated for case management activities. 

 
 
(3) Reliable data should be gathered prior to the   
  establishment of standards and guidelines regarding time 
  allocation. 
 
(4) After sufficient data gathering and analysis, minimum 
  standards related to caseloads should be established by 
  the Department of Human Services. 
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APPENDIX A  
INTERVIEWS 
 
 
 

 

Pat Carlson  
Associate Director Olmsted County Social Services  
Rochester, MN  
Focus:  Mentally Retarded, Elderly 

Bob Lepp  
Courage Center  
Minneapolis, MN  
Focus:  Physically Disabled 

Lynn Theurer  
Winona County Community Health  
Winona, MN  
Focus:  General, Elderly 

Betsy Bolkin  
Senior Care Action Network (SCAN)  
Los Angeles, CA  
Focus:  Elderly 

Tony Falco  
Assistant Director Rehabilitative Support Services  
Albany, NY  
Focus: Mental Health 

Harvey Baines  
Southwest Supervisor Parsons Child Support and Family Center  
Albany, NY  
Focus:  Mental Health 

Ray Steinberg  
Andrus Gerentology Center  
Los Angeles, CA  
Focus:  Elderly 

Dian Markel  
Adult Foster Care Program Northwest Regional Development Commission 
Crookston, MN  
Focus: General 

Alice Meeker  
Administrator  
California Department of Aging  
Focus:  Elderly 
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Jennifer Egan  
Director  
Burleigh County Senior Center  
Bismarck, ND  
Focus:  Elderly 

Elaine Saline  
Director, Community Support Program  
Ramsey County  
St. Paul, MN  
Focus:  Mental Health, Developmentally Disabled 

Mary Huggins  
Non-Residential Specialist  
Mental Health/Hennepin County Minneapolis, MN  
Focus:  Case Management-general, Mental Health 

Liz Thompson  
Administrator  
Carver County Social Service  
Chaska, MN  
Focus:  General 

Tom Papin  
Social Services Director  
Roseau County Social Services  
Roseau, MN  
Focus:  General 

Greg Schoener  
Social Service Supervisor  
Goodhue County Social Services  
Red Wing, MN  
Focus:  General 

Bob Barrett  
Social Service Supervisor  
Stearns County  
St. Cloud, MN  
Focus:  General 

Barbara Doherty  
Adult Protection Consultant  
Quality Assurance Division  
Minnesota Department of Human Services  
Focus:  General 

Bill Fink  
Assistant Director  
Mental Retardation Division  
Minnesota Department of Human Services  
Focus:  Mental Retardation 

 
 
59



APPENDIX B KEY  
PROVIDER REVIEWERS 
 
 
 

Yvonne Krenick  
Minnesota Department of Health, District Office  
75 Navahoe Avenue  
Mankato, MN 56001 

Barbara O'Grady  
Ramsey County Public Health Nursing  
150 East Kellogg  
Suite 610  
American Center Building  
St. Paul, MN 55101 

Maureen Vork  
Social Service Supervisor  
Isanti County Social Services  
221 Southwest Second Avenue  
Cambridge, MN 55008 

Lynn Theuer  
Administrator  
Winona County Community Health Services  
Winona County Courthouse  
171 West Third Street  
Winona, MN 55987 

Tom Papin  
Director  
Roseau County Social Service Center  
300 Sixth Street Southwest  
Roseau, MN 56751 

Lois Hacker  
Administrator  
Sibley County Community Health Services  
400 Court, Box 166  
Gaylord, MN 55334 

Pat Carlson  
Assistant Director 
Olmsted County Department of Social Services  
515 Southwest Second Street Courthouse  
Rochester, MN 55902 
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Barbara Coleander  
Director of Alternative Care Grants/Preadmission Screening Program 
Department of Human Services  
444 Lafeyette Road  
Space Center  
First Floor  
St. Paul, MN 55101 

Ernie Stouffenecker  
St. Louis County Social Services  
320 West Second Street  
Government Services Center  
Room 605  
Duluth, MN 55302 

Liz Thompson  
Social Service Supervisor  
Carver County Social Services  
Court House  
Box 7  
Chaska, MN 55318 

Bob Lepp  
Program Director Psych-Social Services  
Courage Center  
3915 Golden Valley Road  
Golden Valley, MN 55222 

Mary Huggins  
Hennepin County Mental Health  
527 Park Avenue  
Second Floor  
Minneapolis, MN 55415 

Elaine Saline  
Ramsey County Mental Health Consortium  
1821 University Avenue  
Suite South 212  
St. Paul, MN 55104 
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APPENDIX C 

LEVELS OF CASE MANAGEMENT 

DEVELOPED BY 

OLMSTED COUNTY DEPARTMENT OF SOCIAL SERVICES 



CHEMICALLY DEPENDENT 
 

Refers to any person who abuses chemical substances to the extent that they 
are unable to function at their full capacity and provide for their basic 
needs. They may also be of eminent danger to themselves or others. 
 

Service 
Level Category 

Amt. of 
Service 

Avg. Monthly 
Caseload 

Total Time 
(Month) 

1 Maintenance ½ hr/mo 23 12 

2 Moderate 1 hr/mo 29 29 

3 Intermediate 3 hrs/mo 32 96 

4 Intensive 6 hrs/mo 21 126 

 

Description  

Level 1: Individuals  in  residential  placement;  brain damaged 
clients (Korsakoff's pychosis, Wernicke's syndrome); elderly 
chronic but stabilized clients; resistive clients who are in 
need of protection services;  clients  who  require  an 
open  social case for monetary reasons (GA, CW/GR, GAMC, 
etc). The social worker attends teamings and reviews the 
direct service plan from the facility. 

Level 2: Stabilized clients usually with more than 6 months of
sobriety; clients adjusting to return to community from 
extended care facilities where sobriety was stabilized. 
The social worker provides counseling to reinforce
stability. 

Level 3: Unstable clients usually in the first 6 months of sobriety; 
usually unemployed; minimal insight into disease process and 
related behavior patterns; no established attendance at AA 
or other support group; volatile emotionally with health 
issues. The social worker provides the primary support
counseling and coordinates the use of other resources. 

Level 4:, Resistive and ignorant that they have alcoholism or chemical 
dependency and problems; usually have outside forces
escalating intervention (job, health, legal, family, and/or 
financial); 
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dually dependent--MI/CD, MR/CD; violent towards self 
and others; passive/aggressive and fatalistic 
regarding disease — no hope/can't change attitude.  
The social worker provides crisis intervention and 
court involvement. 

Projections for 1985: To provide the above mentioned levels for an 
average of 103 cases will require 3,156 hours per year. Our staff 
complement will be able to provide 3,120 hours. 
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MENTALLY ILL 
 
 

This category includes any person with a diagnosed mental illness or 
mental disorder which impairs judgment and manifests itself by the 
inability of the person to provide for their basic needs. They may also, 
due to their illness be of eminent danger to themselves or others. 
 

Service 
Level Category 

Amt. of 
Service 

Avg. Monthly 
Caseload 

Total Time 
(month) 

1 Maintenance ½ hr/mo 50 25 

2 Moderate 1 hr/mo 38 38 

3 Intermediate 3 hrs/mo 20 60 

4 Intensive 6 hrs/mo 35 210 
 

Description on 

Level 1: Client is residential structured placement; chronic MI's or 
first time placement; clients experiencing periodic 
depressions, some suicidal thoughts; meds which control
behavior are being taken regularly; a support system is in 
place and being used; the client is cooperative. The social 
worker would attend teamings. 

Level 2: Client is living independently and resistive; experiencing 
medical problems; history of discontinuing medications; 
withdrawn; identified as having personality disorders; 
family worker provides counseling and support services. 

Level 3: Client recently discharged from treatment; client is 
unreliable with medications; diagnosed CD but under
control; actively delusional; self abusive (burning, 
cutting, stabbing); assaultive towards self and others; 
actively suicidal in thought and behavior; sexual problems 
of higher intensity, possibly incest; abuse, homosexuality 
issues surfacing: family relationship problems.  The social 
worker coordinates community services and provides 
supervision. 

Level 4: Chemical interfere with mental illness--diagnosed CD and 
MI; preoccupation with sexual problems — interfere  with 
sleep and functioning; acting 



out sexual problems; active suicidal behaviors--emergency 
room admissions; borderline to hospital admission. The 
social worker provides crisis intervention, pre-petition 
screening and protection. 
 
 
 

Projections for 1985: To provide the above mentioned levels for an 
average of 143 cases will require 3,996 hours per year. Our staff 
complement provides 2,843 hours. We are using a number of volunteers 
and students during the year. Approximately 447 hours of volunteers 
and students during the year. Approximately 447 hours of service 
were provided in 1983. A deficit of 706 hours remain. 
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MENTALLY RETARDED 
 
 

This category includes any person with significant sub-average general 
intellectual functioning existing concurrently with deficits in adaptive 
behavior and manifested during the developmental period. 
 

Service 
Level Category 

Amt. of 
Service 

Avg. Monthly 
Caseload 

Total Time 
(month) 

1 Maintenance ½ hr/mo 115 58 

2 Moderate 1 hr/mo 170 170 

3 Intermediate 3 hrs/mo 13 39 

4 Intensive 6 hrs/mo 25* 150 

 

Description on 

Level 1: Individuals in out-of-county placement; clients who are 
state wards; require self-cure skills; set unrealistic 
goals; desire independence; have minimal family contacts; 
respite care. The social worker attends annual teamings and 
monitors utilization. 

Level 2: Individuals in placement in county; client is 
developmentally disabled; lacks self-care skills; 
impulsive; lack of cooperation by client and/or family; 
appropriate family relationships. The social worker attends 
semi-annual teamings and may coordinate SILS services. 

Level 3: Individual requires initial assessment for residential 
placement; client is unable to accept disability; requires 
independent living skills training; peer relationships make 
the placement difficult; unrealistic goals; appropriate 
family relationship. The social worker makes referrals to 
group homes and may begin the commitment process. 

Level 4: Dual disability clients; inappropriate behavior; 
unaccepting of disability; lack of socialization and peer 
relationship skills; lack of employment abi1ity due to 
behavior; paranoia; impulsive; lack of knowledge of 
sexuality; lack of ability 
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to understand directions; makes unrealistic goals. The 
social worker conducts vulnerable adult investigations and 
protection services. 
 
 
 

Projections for 1985: To provide the above mentioned levels for an 
average of 323 cases will require 5,004 hours per year. Our staff 
complement provides 4,924 hours. (Includes position for waivered 
services.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
* Includes 15 cases projected for waivered services. 


